
Medical Readiness Transformation Profiling Team 
 PROFILE REQUEST 

 LETTER OF INSTRUCTION (LOI) 
This form is subject to Privacy Act of 1974. The proponent is USARC SURGEONS OFFICE.

 Complete the following information. All fields are mandatory. 

NAME (Last, First, MI): DOD ID:

Unit POC POC Phone: Unit Name and UIC:

CDR Name and Rank: CDR Phone Number:

1.

2.

3. Profile Request Type: 
(must select one)

Continue Expire Profile Request Status: 
(must select one)

4. Required Document Checklist (check all items submitted with this packet)

OR

(Prescription Pad is UNACCEPTABLE)

Diagnosis

Specific Limitations

APFT limitations (if any)

Time length of limitations

Diagnostic Imaging Reports

Labs

Treatments

Prognosis for improvement

NOTE: Letters from Chiropractors will be accepted for musculoskeletal conditions only

5. CERTIFICATION:
I certify that this Medical Profile Request packet is accurate and complete. I understand that 
incomplete or inaccurate information will result in return without action. 

Signature: Date:

Profile for 
Condition(s): 
list all

 Summary of Care by Civilian Provider Form (see pages 3 and 4)

 Personal Provider Letter on Office Letterhead and signed by provider

Permanent

Email completed documentation to usarmy.usarc.usarc-hq.mbx.mrt-profiling-team@mail.mil 
a. SUBJECT LINE: "Attn:

* While not mandatory, use of Military e-mail with encryption is Strongly encouraged
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3. SOCIAL SECURITY NUMBER (Last four only)

4. E-MAIL ADDRESS

1. NAME (Last, First, Middle Initial) 2. DATE OF BIRTH (YYYYMMDD)

5. TELEPHONE NUMBER

Patient's Name Sex

Year of Birth Relationship to Sponsor Component/Status

Depart/Service Sponsor's Name

Rank/Grade

Organization

FMP-SSAN (Last four only)

MEDICAL RECORD - CONSENT FORM
Authorization To Send And Receive Medical Information By Electronic Mail

For use of this form see, MEDCOM Supplement 1 to AR 40-66; the proponent agency is MCHO

MEDCOM FORM 756, DEC 2004 MC PE v1.02

SIGNATURE of Patient or Parent/Guardian RELATIONSHIP (if other than patient)(Date)

SECTION I - PATIENT DATA

SECTION II - CONDITIONS FOR USE OF E-MAIL

2. E-mail must be concise. You should schedule an appointment if the issue is complex or sensitive precluding discussion by E-mail.
3. E-mail should not be used for communications regarding sensitive medical conditions such as sexually transmitted diseases.

HIV/AIDS, spouse or child abuse, chemical dependency, etc.
4. Medical or dental treatment facility staff may receive and read your messages.
5. E-mails related to health consultation will be copied, pasted, and filed.

SECTION III - RISKS OF USING E-MAIL

Transmitting information by E-mail has risks that you should consider these include, but are not limited to the following risks:
1. E-mails can be intercepted, altered, forwarded. or used without authorization or detection.
2. E-mails can be circulated, forwarded and stored in paper and electronic files.
3. E-mail senders can easily type in the wrong E-mail address.
4. E-mail may be lost due to technical failure during composition, transmission, and/or storage.

SECTION IV - PATIENT GUIDELINES

To communicate by E-mail, the patient shall:
1. Place the category (topic) of the communication in the subject line of the E-mail (for example, appointment, prescription, medical

advice, etc.)
2. Include the patient's name, telephone number, family member prefix, and the last 4 numbers of the sponsor's social security number

(for example: 30/0858) in the body of the E-mail.
3. Acknowledge receipt of the E-mail when requested to do so by a health care provider.
4. Inform the medical or dental treatment facility of changes in E-mail address by completing a new consent form.
5. Notify the health care provider of any types of information considered by the patient to be inappropriate for E-mail.
6. Take precautions to preserve the confidentiality of E-mail.

SECTION V - PATIENT ACKNOWLEDGEMENT AND AGREEMENT

I understand that I have he right to revoke this authorization, in writing, at any time.

PATIENT IDENTIFICATION ( For typed or written entries note: Name-last, first, middle

initial; hospital or medical facility)

1. E-mail is not appropriate for urgent or emergency situations. Healthcare providers will respond within .
Contact the clinic telephonically if you have not received a response after .

Health care providers cannot guarantee but will use reasonable means to maintain security and confidentially of electronic mail (E-mail) information sent
and received. You must acknowledge and consent to the following conditions:

I have read and fully understand the information in this authorization form. I consent to the E-mail conditions and agree to abide by the guidelines listed
above. I futher understand that this E-mail relationship may be terminated if I repeatedly fail to adhere to these guidelines.

I understand and accept the risks associated with the use of unsecure E-mail communications. I further understand that, as with all means of electronic
communication, there may be instances beyond the control of the family and the health care provider where information may be lost or inadvertently
exposed, such as during technical failures, acts of God, acts of war, and so forth.

By signing this form I acknowledge the privacy risks associated with using E-mail and authorize health care providers to communicate with me or any
minor dependent/ward for purpose of medical advice, education, and treatment.
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PRIVACY ACT STATEMENT: This information is subject to the Privacy Act of 1974 (5 U.S.C. Section 552a). This information 
may be provided to appropriate Government agencies when relevant to civil, criminal or regulatory investigations or prosecutions. 
The Social Security Number, authorized by Public Law 93-579 Section 7 (b) and Executive Order 9397, is used as a unique 
identifier to distinguish between employees with the same names and birth dates and to ensure that each individual's record in  
the system is complete and accurate and the information is properly attributed. 

PATIENT'S IDENTIFICATION: (For typed or written entries, give: Name - last, first, middle; ID NUMBER or 
Social Security Number; Gender; Date of Birth; Rank/Grade.) 

CHRONOLOGICAL RECORD OF MEDICAL CARE 
Medical Record 

STANDARD FORM 600 (REV. 11/2010) 
Prescribed by GSA/ICMR 
FIRMR (41 CFR) 201-9.202-1 

PREVIOUS EDITION IS NOT USABLE AUTHORIZED FOR LOCAL REPRODUCTION 

DATE SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)

MEDICAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE

HOSPITAL OR MEDICAL FACILITY STATUS DEPARTMENT/SERVICE RECORDS MAINTAINED AT 

SPONSOR'S NAME DOD ID NUMBER (EDIPN)           RELATIONSHIP TO SPONSOR 

 REGISTER NUMBER WARD NUMBER 

N/A 

N/A 

N/A 
SOLDIER NAME RANK 

DOB
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PRIVACY ACT STATEMENT: This information is subject to the Privacy Act of 1974 (5 U.S.C. Section 552a). This information 
may be provided to appropriate Government agencies when relevant to civil, criminal or regulatory investigations or prosecutions. 
The Social Security Number, authorized by Public Law 93-579 Section 7 (b) and Executive Order 9397, is used as a unique 
identifier to distinguish between employees with the same names and birth dates and to ensure that each individual's record in  
the system is complete and accurate and the information is properly attributed. 

 PATIENT'S IDENTIFICATION: (For typed or written entries, give: Name - last, first, middle; ID NUMBER or 
Social Security Number; Gender; Date of Birth; Rank/Grade.) 

CHRONOLOGICAL RECORD OF MEDICAL CARE 
Medical Record 

STANDARD FORM 600 (REV. 11/2010) 
Prescribed by GSA/ICMR 
FIRMR (41 CFR) 201-9.202-1 

PREVIOUS EDITION IS NOT USABLE 

DATE SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)

MEDICAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE

HOSPITAL OR MEDICAL FACILITY STATUS DEPARTMENT/SERVICE RECORDS MAINTAINED AT 

SPONSOR'S NAME SOCIAL SECURITY/ID NUMBER RELATIONSHIP TO SPONSOR 

REGISTER NUMBER WARD NUMBER 

N/A 

N/A 

N/A 
SOLDIER NAME RANK 

DOB

4


	MRT-LOI.-NonLCpdf
	AR-Profile Request Packet-draft-02
	Blank Page


	Name: 
	DOD ID: 
	Unit POC: 
	POC Phone: 
	Unit Name and UIC: 
	CDR: 
	Text17: 
	Type: Temporary
	Status: Temporary
	Conditions: 
	SOC: Off
	PPL: Off
	Diagnosis: Off
	Limitations: Off
	APFT Limitations: Off
	Length: Off
	Diagnostic imaging: Off
	Labs: Off
	Treatments: Off
	Prognosos: Off
	Provider: 
	Authorization_To_Send_And_Receive_Medical_Informat: 
	1_NAME_Last_First_Middle_Initial: 
	2_DATE_OF_BIRTH_YYYYMMDD: 
	3_SOCIAL_SECURITY_NUMBER_Last_four_only: 
	4_EMAIL_ADDRESS: 
	5_TELEPHONE_NUMBER: 
	1_Email_is_not_appropriate_for_urgent_or_emergency: 14 days
	Textfield: 15 days
	Date: 
	SIGNATURE_of_Patient_or_ParentGuardian: 
	RELATIONSHIP_if_other_than_patient: 
	Patients_Name: 
	Sex: 
	Textfield0: 






	Year_of_Birth: 
	Relationship_to_Sponsor: 
	ComponentStatus: 
	Organization: 
	DepartService: 
	Sponsors_Name: 
	RankGrade: 
	FMPSSAN_Last_four_only: 
	EDIPN: 
	Sponsor: 
	Facility: 
	Dept: 
	Records Maint: 
	Soldier Name: 
	Rank: 
	Text11: 


